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background:  Adverse Cardiovascular (CV) events after acute coronary syndrome (ACS) are more common in frail older patients. Left 
ventricular (LV) function and severity of dyspnoea in older patients (≥ 75 years) in relation to frailty status is not known. The aim of this 
study is to assess LV function and dyspnoea severity in older patients with non ST elevation acute coronary syndrome (NSTEACS) 
managed by invasive strategy.
methods:  191 consecutive patients (≥75 years) admitted to a tertiary cardiac centre were recruited into an ongoing study (ICON1-A 
Study to Improve Cardiovascular Outcomes in High Risk PatieNts with Acute Coronary Syndrome). Frailty status was assessed by 
Fried (Cardiovascular Health Study) frailty assessment tool. Dyspnoea severity on admission was documented using New York Heart 
Association (NYHA) scale. LV systolic function by ejection fraction (EF) and diastolic function by E/E’ were assessed using transthoracic 
echocardiogram (Vivid I GE).
Results:  The mean age was 81.4 years (standard deviation 4.1) and 41.4% were females. Non ST elevation myocardial infarction 
occurred in 81.7% and unstable angina in 18.3%. Patients were managed by percutaneous coronary intervention (85.9%), coronary artery 
bypass graft surgery (3.7%) and coronary angiography only (10.4%). There were 33% frail and 67% non-frail patients. In frail vs. non frail 
patients LV systolic function was normal (EF>55%) in 27.4% vs. 37.5%; mildly impaired (EF 45-55%) in 12.9% vs. 21.1%; moderately 
impaired (EF 35-45%) in 17.7% vs. 15.6% and severely impaired (EF <35%) in 12.9% vs. 7.0% (p=0.354). Similarly E/E’ a measure of 
diastolic function was 11.3 vs. 10.1 (p=0.121) respectively. NYHA dyspnoea grade between the frail non frail groups respectively were 27.0 
% vs. 53.1% (class I), 46.0% vs. 35.9% (class II), 27% vs. 10.9% (class III) and none in class IV (p=0.001).
conclusion:  Though transthoracic echocardiographic measures of LV systolic and diastolic function was not significantly different between 
the frail and non-frail groups, frail patients were more likely to suffer from worsening dyspnoea. Frailty probably plays a role in the severity 
of dyspnoea in older patients with acute coronary syndrome.
